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Inclusion criteria:	 Studies	 involving	 doctors	 and	 patients	 and	 all	 forms	 of	 patient	
input	(eg,	patient	feedback)	associated	with	medical	performance	were	included.
Data extraction and synthesis:	Using	an	inductive	approach	to	analysis	and	synthe-
sis,	 a	 coding	 framework	 was	 developed	 which	 was	 structured	 around	 three	 key	
themes:	 issues	 that	 shape	PPI	 in	medical	 performance	processes;	mechanisms	 for	
PPI;	and	the	potential	impacts	of	PPI	on	medical	performance	processes.
Main results:	From	4772	studies,	48	articles	 (from	10	countries)	met	the	 inclusion	
criteria.	Findings	suggest	that	the	extent	of	PPI	 in	medical	performance	processes	
globally	is	highly	variable	and	is	primarily	achieved	through	providing	patient	feed-
back	 or	 complaints.	 The	 emerging	 evidence	 suggests	 that	 PPI	 can	 encourage	 im-




laborative	 partnership,	 facilitating	 the	 development	 of	 proactive	 relationships	
between	the	medical	profession,	patients	and	the	public.
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1  | BACKGROUND
Internationally,	patient	and	public	 involvement	 (PPI)	 in	health	care	
has	been	described	as	“central	to	the	reform	of	Western	economies”	
and	its	growth	reflects	the	realization	that	the	patient	voice	is	rele-




The	 last	 20	years	 have	 witnessed	 a	 significant	 shift	 towards	
greater	public	accountability	from	health	service	organizations	and	




evolution	 of	 PPI	 in	 health	 care–related	 research	 and	 education.4,5 


















and	 governmental	 desire	 for	 accountability	 from	 the	medical	 pro-
fession.10,11	Additionally,	despite	countries	adopting	recertification	
or	 re-	licensure	of	doctors,12	 the	PPI	element	 in	 these	processes	 is	
seldom	reported	in	the	academic	literature.	For	example,	in	Belgium,	
evidence	for	continuing	medical	education	(CME)	involves	a	review	
of	 complaints	 or	 compliments.13	 The	 College	 of	 Physicians	 and	
Surgeons	 of	 Alberta,	 Canada,	 the	 statutory	 medical	 registration	
body	for	the	province,	has	adopted	a	multi-	source	feedback	(MSF)	
system	for	all	physicians/surgeons	 in	 its	 jurisdiction.14	 In	 the	USA,	
the	American	Board	of	Medical	Specialties	maintenance	of	certifica-
tion	(MOC)	programme	requires	the	submission	of	a	patient	survey	




this	 domain	 originates	 from	 studies	 of	 PPI	 in	medical	 revalidation	
in	 the	 UK.16	 In	 2012,	 medical	 revalidation	 was	 mandated	 for	 all	
doctors	 in	 the	UK.	 The	 Picker	 Institute’s	 report,	The Patient Voice 
in Revalidation,	viewed	revalidation	as	a	necessary	patient	focussed	








their	 appraisal	 portfolio,	 once	 in	 their	 revalidation	 cycle	 (normally	
every	5	years).19	A	recent	report	evaluating	medical	revalidation	in	
the	UK	found	that	overall,	PPI	in	revalidation	was	viewed	favourably	
by	most	stakeholders	but	 there	 remained	some	confusion	over	 its	
intended	purpose	and	models	of	delivery.20
Against	 this	 background,	 in	 this	 review	we	 aimed	 to	 establish	
the	contribution	of	PPI	 in	medical	performance	processes	 interna-







Reviews	 and	 Meta-	Analysis	 (PRISMA)	 guidelines,21	 and	 Popay’s	







was	 considered	 when	 developing	 the	 search	 terms	 facilitated	 by	
the	 PICOS	 (population,	 intervention,	 comparator,	 outcome,	 study	
design)	 framework	 (Table	1).25	We	 assessed	 studies	 against	 eligi-
bility	 criteria	based	on	 the	PICOS	elements.	 For	 the	 “population,”	
studies	involving	medical	regulation	stakeholders	such	as	the	pub-
lic,	 patients	 and	 doctors,	 as	well	 as	 the	 infrastructure	 for	 regula-
tion,	the	national,	regional	(or	federal)	medical	regulators	or	boards,	
professional	 bodies	 (eg,	 Royal	 colleges)	 and	 patient	 groups	 were	
included.	In	terms	of	the	intervention,	we	included	studies	compris-
ing	 all	 forms	of	patient	 input	 including	 lay	 representation,	patient	
feedback,	online	reviews,	information	from	patient	surveys	(experi-
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the	 regulation/performance	of	 other	 health	professionals.	 Studies	
assessing	 the	 validity	 of	 patient	 feedback/satisfaction/experience	
tools	were	also	excluded.
2.3 | Search: Study selection
Electronic	 databases	 MEDLINE,	 PsycINFO	 and	 Google	 Scholar	
were	systematically	searched	for	articles	published	in	the	English	
Language	 between	 January	 2004	 and	 June	 2018.	 Although	 this	





independent	 reviewers	 undertook	 the	 review	 process	 at	 each	
stage.	Duplicate	studies	were	removed	electronically	and	double-	
checked	 by	 a	 second	 researcher.	 Studies	 were	 selected	 using	 a	
two-	stage	process.	Firstly,	all	 identified	titles	and	abstracts	were	
screened	by	each	of	the	reviewers	using	previously	agreed	inclu-
sion/exclusion	 criteria	 (Table	1).	 Articles	 of	 included	 abstracts	
were	 then	 reviewed	 independently	 by	 each	 reviewer	 in	 full	 and	
assessed	 against	 the	 eligibility	 criteria.	 Discrepancies	 were	 re-
solved	 by	 discussion	 or	 sent	 to	 a	 third	 reviewer	 until	 consensus	
was	achieved.
2.4 | Quality appraisal
An	 assessment	 of	 the	 quality	 of	 studies	 included	 in	 the	 review	
was	 undertaken	 to	 provide	 a	 comparative	measure	of	 study	qual-
ity	rather	than	for	study	exclusion,	particularly	as	PPI	as	a	singular	
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the	Newcastle-	Ottawa	scale	for	observational	studies	(adapted	for	
cross-	sectional	studies).26-28
2.5 | Data extraction, analysis and synthesis
Data	extracted	 from	eligible	 studies	were	organized	by	 the	 first	 re-
viewer	under	 the	 following	headings:	year	of	publication,	country	 in	
which	study	was	undertaken,	population	(eg,	patients/doctors),	inter-











The	 search	 identified	 3638	 articles	 (once	 duplicates	 had	 been	 re-
moved).	The	titles	and	abstracts	of	these	were	screened	and	87	were	




features	 of	 the	 included	 studies	 (categorized	 by	 study	 design,	 eg,	
cross-	sectional	study)	 including	publication	title,	year	of	publication,	
author,	country	in	which	the	study	was	undertaken,	type	of	PPI	inter-














ies	 was	 produced	 and	 primarily	 arranged	 into	 three	 overarching	
themes	 issues	 shaping	PPI,	mechanisms	 for	PPI	and	 impact	of	PPI	









130 relevant studies identified (title and abstract 
review by second reviewer)
4772 studies found 
under search terms
3638 records screened 
(title and abstract)
87 studies subjected to full text review
4 added from other 
sources 48 studies included
43 studies excluded
Non-performance/regulatory = 14 
Commentaries, reviews etc =  7
PPI in health care, research etc =  9
Other health-care professionals =  1
Validity of feedback tools =  9
3=rehtO
     |  5LALANI et AL.
TABLE  2 Table	summarizing	the	key	characteristics	of	the	included	studies	(categorized	by	type	of	study)
Title Author Year Country
Intervention 



















Birkeland	S 2013 Denmark Complaints 12
Characteristics	of	complaints	resulting	in	disciplinary	actions	
against	Danish	GPs69
Birkeland	S 2013 Denmark Complaints 10
Accountability	sought	by	patients	following	adverse	events	from	
medical	care:	The	New	Zealand	experience40




Bismark	M 2006 New	Zealand Complaints 11
Identification	of	doctors	at	risk	of	recurrent	complaints:	a	
national	study	of	healthcare	complaints	in	Australia42
Bismark	M 2013 Australia Complaints 13


























2006 Mexico Complaints 11
One-	year	audit	of	complaints	made	against	a	University	Hospital	
Surgical	Department49
Mann	C 2012 United	States Complaints 6







2012 Denmark Complaints 7
Relation	of	patients’	experiences	with	individual	physicians	to	
malpractice	risk74
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Title Author Year Country
Intervention 





















Cunningham	W 2004 New	Zealand Complaints 5
The	immediate	and	long-	term	impact	on	New	Zealand	doctors	
who	receive	patient	complaints78
Cunningham	W 2004 New	Zealand Complaints 5
Obtaining	patient	feedback	at	point	of	service	using	electronic	
kiosks48





Friele	R 2008 Netherlands Complaints 5
General	practitioners’	experience	and	benefits	from	patient	
evaluations56














































Cunningham	W 2004 New	Zealand Complaints 8
The	medical	complaints	and	disciplinary	process	in	New	Zealand:	
doctors’	suggestions	for	change39

























Content	analysis	of	patient	complaints50 Montini	T 2008 United	States Complaints 7
Investigating	complaints	to	improve	practice	and	develop	
policy83
Parry	J 2009 Australia Complaints 8
Poor	professionalism	identified	through	investigation	of	
unsolicited	healthcare	complaints38
Van	Mook	W 2012 Netherlands Complaints 8
Patient	complaints	about	physician	behaviours:	a	qualitative	
study57
Wofford	M 2004 United	States Complaints 7
(Continues)
TABLE 2	(Continued)
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described	 lay	 involvement	 in	 a	 professional	 body	 in	 the	 UK	 con-
cluded	that	the	profession	was	guarded	and	favoured	maintaining	its	
boundaries	with	society,	viewing	patients	as	consumers	of	care,	not	
as	 participants	 in	 the	 shared	development	of	 agendas.	 The	 article	
advocated	for	organizational	structures	to	be	modified	to	facilitate	
public	 accountability	 and	 to	 allow	 patients	 to	 become	 involved	 in	
agenda	setting	and	decision	making:
The new requirements for public accountability have 
been interpreted within a commercial syndrome, drawing 
on concepts of responsiveness to the individual patient 
as consumer. Wider issues of accountability, relating to 
the responsibility of the professional body in shaping 
the structures of health care, challenge the boundaries 
and rights of the profession defined within the guardian 
syndrome, and are much more difficult for a professional 
body to address.31
Conversely,	 positive	 attitudes	 were	 demonstrated	 to	 act	 as	 a	
gateway	 to	 PPI	 development.	 In	 two	 studies,	 doctors	 encouraged	
patient	 input	 into	 the	 complaints	 process	 whilst	 also	 suggesting	
that	 complaints	 data	 should	 inform	 the	 development	 of	 working	
practices	so	as	to	minimize	future	complaints.29,32	Similarly,	doctors	
were	supportive	of	patient	feedback	citing	it	as	important	for	devel-







dependent	 upon	 age	 (older	 patients),	 socioeconomic	 status	 (low	
income)	 and	ethnicity	 (minorities),	with	 fewer	 complaints	 received	
from	these	groups,	a	specific	concern	raised	from	a	study	conducted	
in	Australia	and	New	Zealand.
The relatively low propensity to complain among pa-
tients who are elderly, socioeconomically deprived, or 
of Pacific ethnicity suggests troubling disparities in ac-
cess to and utilisation of complaints processes. Further 
research is required to better understand and address 
these disparities.35
Perceptions of purpose of complaints and feedback
There	 appears	 to	 be	 divergence	 between	 patients	 and	 doctors,	
and	among	doctors	as	a	group	on	the	purpose	of	complaints	and	
feedback.	 The	 differing	 conceptualization	 of	 this	 purpose	 is	 a	






In	 contrast,	 some	 doctors	 and	 patients	 perceived	 complaints	 as	
a	 punitive	measure	 that	 highlighted	 issues	with	 performance	 or	




Title Author Year Country
Intervention 


















Hsieh	S 2010 Taiwan Complaints n/a
TABLE 2	(Continued)
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was	sought,	patients	felt	that	they	had	little	choice	but	to	pursue	
a	litigious	approach.
… behaviour reveals that injured patients seek manifold 
forms of accountability…This implies that systems that 
offer litigation as the key or sole mechanism for consum-
ers to bring strong external oversight to bear on clinicians 
and hospitals may not respond to the wants of many pa-
tients. In such systems, a subset of plaintiffs will resort to 
litigation for lack of more fitting options.40
Key relationships for PPI








The study indicates that doctors strongly support soci-
ety’s right to complain, having lay input into the process, 
achieving a sense of completion for both parties, and 
having those responsible for making decisions about 
complaints advised in an appropriate manner.29
3.1.2 | Mechanisms for patient and public 
involvement
Patient	 feedback	 was	 identified	 as	 a	 key	mechanism	 for	 PPI	 in	
medical	 performance	 processes,	 especially	 in	 the	 UK.	 For	 doc-
tors,	 the	 effectiveness	 of	 patient	 feedback	 tools	was	 an	 impor-
tant	factor	in	the	perceived	value	of	the	data	obtained.	This	was	
associated	with	the	validity	of	the	tool	and	the	reliability	of	the	
resulting	 data.	 Doctors	 in	 these	 studies	 suggested	 that	 patient	
feedback	as	part	of	MSF	was	a	useful	tool	for	formative	improve-
ment	but	queried	 the	credibility	of	 the	data	 for	performance	or	
competency	 assessment.33,41,44	 Concerns	 related	 to	 the	 inter-
nal	validity	of	the	tools	including	bias	in	selection	of	patients	by	
a	 doctor	 (or	members	 of	 staff)	 and	 in	 responses	 received	 from	




… concerns relating to aspects of methodology such as 
whether patients and colleagues can provide objective 
feedback may undermine its credibility as a tool for iden-
tifying poor performance.44
Although colleagues appear to report poor performance 
using MSF, patients fail to report concurrent findings. 
This challenges the validity of patient feedback as it is 
currently constructed.45
3.1.3 | Impact of patient and public involvement 






Evaluating poor performance through a complaint or a 
negative patient experience
In	a	few	of	the	included	studies,	authors	concluded	that	complaints	










conduit	 for	managing	“at	 risk”	doctors,	enabling	organizations	 to	
mitigate	 risk	 through	performance	management.52,53	Complaints	
and	 patient	 satisfaction	 data	 have	 been	 previously	 proposed	 as	
a	useful	quality	improvement	tool.54	Additionally,	one	study	sug-
gested	 that	 low	 patient	 satisfaction	 scores	were	 a	 predictor	 for	
future	complaints	providing	an	opportunity	to	performance	man-
age	 a	 doctor	 whilst	 enabling	 patients	 to	 participate	 in	 quality	
improvement.
There is wide consensus in the health care community 
on the need for regular monitoring and assessment of 
clinical performance and for public accountability. 
Physicians with dissatisfied patients represent an op-
portunity for quality improvement, and asking patients 
to evaluate physicians’ performance empowers patients 
to participate in quality improvement.46
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all	of	which	were	aspects	that	could	be	improved	to	enable	a	better	
patient	experience:
The concept of professionalism does encompass the en-
tire continuum from the individual (attributes, capacities 
and behaviours), via the interpersonal (interactions of pa-
tients and healthcare professionals) to the macro- social 




Wofford	 et	al57	 suggested	 that	 learning	 from	 complaints	 as	 part	 of	





Conversely,	 complaints	 and	 patient	 feedback	 may	 have	 neg-
ative	 implications,	 acting	as	a	barrier	 to	PPI	 in	developing	medical	
performance	processes,	resulting	in	defensive	practice	with	limited	
impact	on	delivery	of	 care,	 to	 the	detriment	of	 the	doctor-	patient	
relationship.
… findings that a complaint may adversely impact on the 
doctor’s ability to practice medicine in a day- to- day set-
ting is important…. There is no evidence from this study 
that the delivery of patient care is actually improved by 
the receipt of a complaint, and these results suggest that 
complaints against doctors have the potential to impact 
negatively upon patient care.32
4  | DISCUSSION
This	study	has	provided	a	systematic	review	and	narrative	synthe-
sis	 of	 the	 international	 literatures	 on	 PPI	 in	medical	 performance	
processes.	The	review	has	shown	that	PPI	 in	medical	performance	
processes	is	primarily	through	complaints	and	patient	feedback	with	


















than	 the	 doctor/patient	 relationship.58	 However,	 this	 review	 has	
found	a	growing	discourse	about	the	role	of	patient	input	in	the	doc-
tor/patient	relationship.	At	this	 interface,	complaints	and	feedback	
data	 are	 thought	 to	 initiate	 changes	 in	 practice	 by	 the	 individual	
doctor,	both	positive	(quality	improvement)	and	negative	(defensive	
practice).30,32,59	 Unintended	 and	 negative	 consequences	 such	 as	
defensive	practice	or	 the	 impact	on	a	doctor’s	 self-	confidence	are	
potential	risks	to	the	quality	of	patient	care.29,47	Nonetheless,	some	
within	the	profession	acknowledge	that	patients	have	a	role	to	play	
in	 complaints	 procedures.29	Addressing	 negative	 attitudes	 is	 chal-
lenging	and	 reflects	 the	current	conceptualization	of	PPI	 in	health	
care	whereby	some	health	professionals	and	organizations	struggle	





















Where	 doctors	 viewed	 patient	 feedback	 and	 complaints	 data	
as	 having	 a	 developmental	 function,	 there	 were	 significant	 op-
portunities	 for	 quality	 improvement,	 improving	 performance	 and	
enabling	 professionalism.	 Organizationwide	 reporting	 and	 better	
coordination	 of	 complaints	 and	 feedback	 data	 that	 highlights	 per-
formance	 issues	may	 enable	 individual	 doctors	 and	 services	more	
generally	to	improve	the	quality	of	care	they	provide.	This	may	re-
quire	 a	 shift	 in	 culture	 that	 fosters	 organizational	 leadership	 and	





has	 been	 suggested	 as	 positively	 influencing	 organizational	 cul-
ture	 by	 increasing	 emphasis	 on	 non-	hierarchical,	 multidisciplinary	
10  |     LALANI et AL.













Understanding	 the	 reasons	 for	 this	 is	 required	 to	better	engage	








on	 the	 reasons	 for	 complaints	 and	 feedback	 being	 less	 impact-
ful,	citing	tools	and	data	as	 limitations.	This	was	exemplified	by	
concerns	 of	 the	 credibility	 of	 patient	 feedback	 data	with	 some	
doctors	 critiquing	 the	 design	 of	 tools,	 questioning	 the	 process	
of	collecting	data	(selection	bias)	and	the	reliability	of	responses	
received	 from	 patients	 (response	 bias).45,63,64	 This	 is	 despite	
tools	 having	 been	 repeatedly	 tested	 for	 their	 validity	 and	 gen-
eralizability,	with	 reasonable	 evidence	 to	 suggest	 that	 they	 are	
reliable.63,65
The	 review	has	 identified	 the	need	 for	 a	better	 understand-
ing	of	the	actual	impact	of	the	different	types	of	PPI	in	their	cur-
rent	 format	 in	 regulatory	processes	 and	 systems,	 at	 the	 level	 at	
which	 patients	 participate	 in	 medical	 performance	 processes,	
that	 is	 through	 complaints	 and	 feedback	 both	 of	which	may	 in-
dicate	clinical,	managerial	and	broader	systemic	issues	or	a	dete-
rioration	in	the	doctor-	patient	(or	service-	patient)	relationship.66 
However,	 in	 this	 review	complaints	 and	negative	 feedback	have	
been	identified	as	possible	conduits	for	individual	doctor	and	ser-
vice	 improvement.	Thus,	PPI	has	 a	potentially	 significant	 role	 in	
improving	the	quality,	relevance	and	ultimately	the	value	of	com-
plaint	 and	 feedback	mechanisms,	which	 is	 integral	 to	promoting	
accountability	 and	 professionalism,	 thus	 enhancing	 the	 doctor-	
patient	relationship.
4.1 | Strengths and limitations of this review






























Feedback	 and	 complaints	 have	 both	 summative	 and	 formative	
elements,	 though	 the	 balance	 varies	 between	 different	 systems	
and	 even	within	 systems.	 PPI	 can	make	 a	 positive	 contribution	 to	
developing	both	elements,	although	the	evidence	presented	in	this	





structures	 and	 systems	may	have	 a	 greater	 impact	on	 the	profes-
sional	development	of	doctors.
More	broadly,	quality	improvement	may	act	as	a	driver	for	PPI	
in	medical	 performance	processes	 to	 evolve	beyond	 the	 level	 of	
providing	feedback	and	lodging	complaints,	forming	the	foundation	
of	a	transition	from	a	culture	of	contractual	PPI	that	exists	as	part	
of	 the	 clinical	 interface	 between	 the	 doctor	 and	 patient,	 to	 that	
of	collaboration	that	enhances	the	profession-	society	relationship.
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